
2/13/09 

Virginia Department of Health 

TB Consultation Record 

          

                                                                                       Consultation Clinic Date               

Last      First      Middle    

Address        City  _________  State ______ Zip ______ 

Birth Date / /___      VISION # ___________________    Interpreter _____________________________ 

Case Mgr.  ___________________________________  Case  ___ Suspect  ___ LTBI/Contact ___ 

              

 
Current Symptoms:        ______ None 

______Cough/Sputum > 3 weeks 

______Hemoptysis  

______Fever, unexplained 

______Weight loss/anorexia 

______Wheezing/SOB     

______Night Sweats      

______Fatigue  
______Lymphadenopathy                            

Initial Bacteriology 

Date Smear Culture Sensitivity 

    

    

    

Current Bacteriology   

Date Smear Culture Sensitivity 

    

    

    

    

 

Consultant Assessment/Recommendations 

 

 

 

 
   

 
 

 

 
 

Date _____________     Clinician Signature ________________________________________________ 

 
 

 

 
         Patient. Parent/Legal Guardian, Person Acting in Loco Parentis    Date 

 

 

 

Initial Chest x-ray                 Date _______________ 

____ Negative ____ Abnormal ____ Cavitary 

Describe: 

 

 
Current Chest x-ray               Date _____________ 

 ____Negative  ____ Abnormal    ____ Cavitary 

Describe:  

Weight ________  Height _______  BP  _______  Temp _______ 

    LMP ____________     EDD ___________    

  

All TB Treatment:           DOT                 Self 

Drug Dosage Frequency Start Date Stop Date 

     

     

     

     

     

     

     

     

     

     

     

     

 

TST Results 
Reason for TST: 

 

Date   _________ 
Given 

Date   _________ 
Read 

Induration  ___mm   

___ POS ___NEG   
Past TST Results: 

Reported Side Effects           ___ None 

___ Loss of appetite ___ Ringing in ears 

___ Fatigue  ___ Dizziness 

___ Nausea/vomiting ___ Numbness 

___ Abd. Pain  ___ Tingling of extremities 

___ Jaundice  ___ Joint pains 

___ Dark urine  ___ Vision/hearing change 

___ Rash  ___ Behavioral changes 

___ Fever  ___ Other ____________ 

Additional Comments/Issues: 
 

 

 

 
Date __________                         Case Mgr. Signature____________________________________________________ 

 HIV 

___ Not Tested 

___ Negative 

___ Positive 

___ Results pending 

 

See Health 

History       

Primary Disease Site: ______________ Secondary Site: _______________ 

 

Hx of Previous TB Infection:  N   Y     RX for LTBI    N   Y  Year_______ 

Hx of Previous TB Disease:    N   Y     Year _______ 

 

Contact to another case:          N   Y      Year _______  Place ___________ 

Sputum smear conversion: ___/___/___   # weeks ________ 

Sputum culture conversion:  ___/___/___ # weeks _______ 



2/13/09 

 


